Introduction
Rupture of the stomach from blunt trauma is rare and usually occurs in association with other injuries. This results in a high mortality l.2. In this reported case which involved severe intra-abdominal injuries, including rupture of the stomach, early surgery saved life. The post operative course was, however, complicated, in particular by Candida septicaemia and abscess formation. The diagnosis and treatment of this rare complication are discussed.
Case Report
A previously fit 21 year old serviceman was involved in a motorcycle accident in Germany in which he suffered injuries typical of an oblique collision. The handlebar rotated into his left upper quadrant as he was thrown forwards from his bike, causing severe blunt trauma to his abdomen. During the accident he also fractured the shaft of his right femur and suffered multiple contusions and abrasions.
He arrived in hospital within 15 minutes, by which time he was deeply shocked. Following intensive resuscitation, laparotomy was performed at which the following injuries were found: ruptured spleen, torn left lobe of liver, avulsed left kidney, torn pancreas and ruptured stomach with gross contamination of the peritoneal cavity by undigested food. The pulped remnants of the spleen and kidney were scooped out piecemeal and the bleeding points ligated. The liver and pancreas were oversewn and the ruptured stomach was repaired. Copious peritoneal lavage was performed prior to closure of the abdomen. The fractured femur was treated conservatively. Resuscitation required 7.5 • litres of fluid and blood.
During and after the operation he received a combination of metronidazole, gentamicin and carbenicillin, but in spite of this he developed a persistent spiking pyrexia. Repeated blood cultures and swabs from many sites failed to produce a significant growth until, on the • 6th post operative day, a central venous line grew--Candida albicans. Ketoconazole was added to the antibiotic regime, but without effect. Abscess formation was suspected but a radiological and ultrasound search proved negative.
All antibiotics were stopped on day 14 except the ~ ketoconazole which was continued until day 23. His low grade pyrexia persisted before and after the discontinuing of medication, and on day 27 he suffered a septicaemic collapse. This was treated by resuscitation and reintroduction of the antibiotics to which he I responded. These drugs were stopped again 10 days later. He made a slow recovery which was further complicated by a massive pleural effusion and pulmonary embolus. His fractured femur was fixed internally at six weeks.
Twelve weeks after his injuries he was evacuated to • the United Kingdom but during the flight he became clinically septicaemic. On arrival urgent abdominal ultrasound suggested an abscess in the left renal bed. Emergency laparotomy revealed a large quantity of pus and some solid debris in this area. Evacuation of this. resulted in a prompt and uncomplicated recovery. Two conclusions can be drawn from this case. The first is that Candida albicans can be introduced into the peritoneum from a ruptured stomach and can then cause • infection which may be facilitated by the use of broad • spectrum antibiotics and by the immunosupression 75 consequent upon severe trauma. Secondly, even highly effective anti-fungal agents such as ketoconazole may fail to penetrate a Candida abscess sufficiently to clear the infection, even if given over several weeks, and surgical drainage is then necessary.
•
REPORT OF A MEETING

Association of Service Physicians
The Major General M Brown, Director of Army Medicine, took the chair for the second session, which opened with a paper by Surgeon Commander R E Ashton, describing his work to develop a programme for Computer Aided Diagnosis in Dermatology, designed for use in areas where specialist dermatological opinion is not readily available. Squadron Leader P E Stevens then gave an account of Acute Acalculous Cholecystitis, occurring in patients with acute renal failure. He drew attention to the considerable mortality of the condition, gave guidelines for diagnosis, and discussed methods of treatment, particularly cholecystotomy. In the final paper, Lieutenant Colonel J G Dickinson gave a review of Asthma in the Army, with particular reference to discharges from the service and bedded sickness rates due to asthma during the period 1983/1986. He drew attention to the problem of recruiting at 16/18 years, the age at which many childhood asthmatics are most likely to be between remission in their early teens and relapse in their early 20s. There followed a period of animated discussion, and the meeting concluded with lunch in the RAMC HQ Mess. TBNOLDREY Lieutenant Colonel RAMC Secretary
